Objective: To explore general practice staff views of managing childhood obesity in primary care. Design: A qualitative study to elicit the views of clinical and non-clinical general practice staff on managing childhood obesity. Setting: Interviews were conducted at 30 general practices across England. These practices were interviewed as part of the Quality and Outcomes Framework Pilot Study. Participants: A total of 52 staff from 30 practices took part in a semi-structured interview. Main outcome measures: Key themes were identified through thematic analysis of transcripts using an inductive approach. Results: Three themes were identified: lack of contact with well children, sensitivity of the issue, and the potential impact of general practice. Identifying overweight children was challenging because well children rarely attended the practice. Interviewees felt ill equipped to solve the issue because they lacked influence over the environmental, economic and lifestyle factors underpinning obesity. They described little evidence to support general practice intervention and seemed unaware of other services. Raising the issue was described as sensitive. Conclusion: General practice staff were unconvinced that they could have a significant role in managing childhood obesity on a large scale. Participants believed schools have more contact with children and should coordinate the identification and management of overweight children. Future policy could recommend a minor role for general practice involving opportunistically identifying overweight children and signposting to obesity services.
Introduction
Childhood obesity is a growing global health problem associated with increased risk of long-term health issues. 1 In England, prevalence has increased over the past 20 years to 16% for boys and 15% for girls. 2 General practice is viewed as an appropriate setting to offer a brief weight management intervention by the Department of Health in England. 3 National Institute for Health and Care Excellence guidance recommends that general practitioners should be involved in obesity management including raising awareness and referring children to weight management services. 4, 5 Evidence on the effectiveness of treating childhood obesity in general practice is mixed. However, a systematic review found improvements in body mass index and behavioural outcomes following various multicomponent interventions. 6 The two most useful components were training for health professionals and encouraging behaviour change through individually tailored interventions.
Some qualitative studies have explored general practice staff views of managing child obesity. [7] [8] [9] [10] [11] Practitioners described how the complex social and family causes of obesity limited their influence on addressing the issue. They also lacked time and resources to work with the family effectively. Interviewees in one study stated obesity was not a medical problem and outside their professional domain. 7 Some felt that they did not have relevant knowledge and expertise to treat obesity, and a systematic review showed many lacked confidence in their ability to manage the issue. 12 However, these studies were limited to specific states within Australia and America and small geographical areas in England. The three English studies were also undertaken prior to the publication of National Institute of Health and Care Excellence public health guidance. 5 The present study aimed to explore the views of general practice staff of managing childhood obesity in general practices across England. This was conducted as part of a wider study developing and pilot testing potential new indicators for the Quality and Outcomes Framework. 
Methods

Quality and Outcomes Framework pilot study
General practice recruitment
We aimed to recruit 34 general practices across England for the Quality and Outcomes Framework pilot study. 13 Our sampling frame was initially constructed from all English practices (n ¼ 8123) from which we excluded those with clinical Quality and Outcomes Framework scores less than or equal to the 10th centile and those with missing Index of Multiple Deprivation scores. The remaining 7303 practices were stratified into a 3 Â 3 matrix with nine recruitment strata by Index of Multiple Deprivation score (low/medium/high) and practice list size (low/medium/high), resulting in recruitment targets of between three to five practices per cell (Table 1) . Practices in each strata were grouped into batches and approached in a random list order to take part in the study. Recruitment continued until the strata target was reached.
Data collection
Semi-structured interviews with practice staff were conducted by two researchers (JOD and RFT) in March and April 2015, either in the interviewee's workplace or by telephone. Interviews lasted around an hour and were conducted individually or in small groups. All participants gave informed consent. The topic guide included two questions related to childhood obesity:
. their perceptions of the barriers and enablers to general practitioners taking a more active role in childhood obesity . their views on what was needed to improve integrated local pathways to manage childhood obesity.
Follow-up questions were used in response to issues raised by interviewees. All interviews were audio taped, professionally transcribed verbatim and checked for accuracy. Copies of transcripts were available to interviewees, although none requested to see them.
Data analysis
A thematic analysis was performed following the framework of Braun and Clarke. 14 This involved six steps to identify and report patterns in the data: (1) familiarisation with the data, (2) generation of initial codes, (3) initial identification of themes, (4) reviewing these themes, (5) naming of themes and (6) writing up. All transcripts were read and coded independently by two of the authors (JOD and RFT) using an inductive approach aiming to generate an analysis from the bottom up (the data). 15 Initial codes were discussed and combined to form themes which were discussed until agreement was reached that these reflected the data. Results are based upon a synthesis of all the interviews.
Results
A total of 32 practices were recruited to the study, of which 30 identified staff to participate in the end of pilot interview. These were distributed across 17 Clinical Commissioning Group (CCG) areas (see Table 2 ). A total of 52 practice staff were interviewed: 29 general practitioners, 14 practice managers, 7 nursing staff, 1 healthcare assistant and 1 administrative staff. Twenty nine (56%) interviewees were female (see Table 3 ). The findings are based on a synthesis of all the interviews.
Almost all interviewees identified childhood obesity as an increasingly important issue with potential long-term health implications. However, most did not frame it as a medical problem in itself or view its management as a general practice responsibility. The themes are organised into three interrelated areas: lack of contact with children, sensitivity of the issue and can general practice make a difference.
Theme 1: lack of contact with well children All interviewees commented on their limited interaction with children in the absence of an acute illness or long-term condition. This resulted in a lack of awareness of the extent of obesity amongst the well children in their practice and limited opportunities to identify and address the issue (Box 1).
Many questioned the appropriateness of discussing a child's weight in the fringes of a consultation when the patient was attending for an acute illness.
Interviewees felt the primary focus should be the patient's stated reason for attending. Raising weight would distract from this which could be detrimental to the doctor-patient relationship. For children with a long-term condition, this was viewed as less of an issue because of the relationship was more established and weight may impact on their condition. A lack of time to explore obesity during consultations was also noted as a barrier to broaching the subject (Box 2).
Due to a lack of interaction with children, interviewees considered other healthcare professionals and organisations who saw children more frequently. Most identified a greater role for schools and school health services due to their daily contact with children. It was noted that if general practice was to be primarily responsible for identifying overweight children then they would need to be invited to the surgery during school hours (Box 3). Total interviewed, n (%) 29 (56) 7 (13) 14 (27) 1 (2) 1 (2) ''The main barrier is seeing the children, there's a huge spell between the ages of 5 and adulthood where we don't see children, they just don't come to their Doctor . . . I don't think we can practically do it, they are a healthy group and we generally only see the children with chronic health issues.'' Practice ID 2, GP ''What you're needing is an opportunity to contact this group, because these children are usually healthy. So they are coming to the surgery when they have got some minor respiratory infection or maybe some other reason. That way you can pick it up, but you're picking up on only a tiny segment of that problem . . . If you are taking only 10 to 15% of this group of patients, where is that going to lead onto? You're not achieving much.'' Practice ID 19, GP Box 2. Lack of contact with well children.
''They wouldn't come in specifically for obesity in which case it's then quite difficult to bring up obesity. And the time factor as well, the ten minute obviously limits how much you can ask or talk about.'' Practice ID 12, GP ''On the very rare occasions when you do see them rather than following their agenda to help build up a relationship . . . let's just check your weight while you're here.'' Practice ID 4, GP Box 3. Lack of contact with well children.
''It's very easy to line a classroom full of kids and weigh them all whereas for those 30 kids going to the GP it might not happen over six years.'' Practice ID 10, GP ''These kids are being seen by school nurses anyway, so I'm not sure there's a huge amount of additional benefit to us doing it in addition to the schools doing it . . . it's a school problem, because that's where these kids are.'' Practice ID 8, GP
Theme 2: sensitivity of the issue
Potential sensitivities surrounding discussing a child's weight arose from interviewees' perceptions and feelings, anxieties about parental response, the consequences of this and the potentially negative impact upon the child. Most discussions about a child's weight were practitioner initiated because most parents did not approach their GP with these concerns (Box 4). It was felt that parents may not welcome discussions about weight, and it could jeopardise relationships with the family. Interviewees identified parents as being both responsible for contributing to their child's obesity and the success of any weight management attempts. Limitations in parental supervision of diet and exercise were identified as a key contributing cause of childhood obesity possibly due to a lack of knowledge, money or time. Collaborating with parents to identify reasons and solutions for the obesity was described as essential (Box 5).
Despite viewing parents as key to tackling obesity, interviewees felt raising the issue would upset them and cause defensiveness. Parents may also deny a problem, and it was often viewed as something children would grow out of (Box 6).
Often parents were also overweight, making the issue more challenging to address. Interviewees felt parental guilt over being criticised and being held responsible for the child's weight could result in negative emotional responses (Box 7).
Discussing weight when the child was present was described as a particularly sensitive issue. Children may not view themselves as overweight, and it was feared categorising them as such could be detrimental to their self esteem. Weight monitoring could also exacerbate this. Interviewees acknowledged children may be experiencing weight-related bullying, making this even more delicate for a GP to explore (Box 8).
Box 7. Sensitivity of the issue.
''It's an incredibly delicate conversation with parents, particularly mothers, because there's an awful lot who come up about weight themselves. It's harder than telling an adult that their weight is a problem. If you tell them that their child's weight is a problem that's a very pejorative thing to say to a parent and I think it's a very difficult conversation to have.'' Practice ID 29, GP ''Nobody likes to be criticised, no one likes to be critical . . . any suggestion you're a bad parent, you just don't want to go there. Even though it isn't necessarily about parenting, clearly you know, the major intervention is altering the parental approach, to the child's typical levels of feeding. That's not to say that they're bad parents but it always comes over as such and it's a real minefield.'' Practice ID 22, GP Conversely, a small number of interviewees raised concerns that the general focus upon obesity meant less attention was given to the issues associated with eating disorders (Box 9).
Theme 3: the potential impact of general practice
Interviewees did not frame childhood obesity as a medical issue in itself, although its health consequences were recognised. The root cause of obesity was identified in complex societal change related to access to food and increasingly sedentary lifestyles. The problem was framed as one which primarily required social change supported by public health interventions. The majority of interviewees did not feel that they could successfully intervene and questioned the evidence-base for them to do so. As a result, there was resistance to addressing childhood obesity in general practice and a sense of frustration that it could become their responsibility (Box 10).
Concern was also expressed about the opportunity cost of a greater focus upon childhood obesity in the practice setting. Interviewees noted that they currently worked at full capacity and felt their efforts should be directed towards health problems they identified as medical issues where evidence suggests they can make a difference. As a result many interviewees felt their role in childhood obesity management should be limited to opportunistic identification and onward referral to specialist services. However, there was limited awareness of the availability of services (Box 11).
Discussion Summary
This study suggests that interviewees viewed childhood obesity as an important issue with the potential to impact on health outcomes. However, it was regarded as a public health rather than a medical issue. General practice lacked influence over the environmental, economic and lifestyle factors underpinning obesity and therefore would have little impact on changing health behaviour. There was a perception of a lack of evidence demonstrating the benefits of general practice involvement coupled with anxiety over raising the topic of a child's weight with both parents and children.
Interviewees were concerned that their limited contact with children meant that they were unsuitable to undertake population surveillance of childhood ''We may bring in fit and well kids in here, they're going to school, they've got school nurses why not let them do it and let us deal with the self harmers and the kids with behavioural problems and the parents who want their child assessed if they've got autism or ADHD, never mind the kids who are being abused and identifying them.'' Practice ID 28, GP ''I don't think we've got the infrastructure, in terms of the services at all. I don't think the services are really geared up to deal with it.'' Practice ID 3, GP ''We can refer, there are childhood services. I know there's something in the community that does overweight or obese children. I can't remember, I've never had to refer anyone to it . . . But certainly a clear pathway needs to be drawn up . . . we should have involvement in it and we should know what our pathway is. It should be fairly simple, and we need to make sure that the people that we are meant to be referring to or the plan of the referral is very clear, explicit and we have it in place before we put out something like this and say 'now start picking up your childhood obese patients'.'' Practice ID 9, GP Box 10. The potential impact of general practice.
''As a health care professional, what you think is that if somebody has got a problem, you have to deal with it and you need to see a very good outcome, so for me, as a GP what makes me happy is -he had a problem, diabetes, diagnose it, start treatment, got better! that's the outcome. You have got obese child, you've got nothing to do with it, it's parents' jobs -you can't prescribe anything, you can't tell them anything and for me, the outcome is frustration -nothing else.'' Practice ID 16, GP ''My concern about obesity in general practice is it seems to imply that the solution in obesity is in general practice. And it is absolutely clear that the solution is nowhere near general practice. The solution to obesity is in public health; nothing to do with general practice.'' Practice ID 25, GP Box 9. Sensitivity of the issue.
''I'd be concerned about a one size fits all approach to it, where every child or teenager had to have their weight done, because you've got to think of the people with the other way round, which is as much of an issue for some teenagers, and lots of them I try to avoid . . . Well, just because of the anorexia thing, getting obsessed with weight, oh, the doctor's weighing me. You've got to look at everyone individually, I think'' Practice ID 20, GP obesity. Limited opportunities were identified for opportunistic identification and referral to specialist services. Schools were viewed as being better placed to address the issue on a population basis due to their regular contact with children.
Strengths and weaknesses of the study
There are several strengths and weaknesses of the present study. A main strength compared to other qualitative studies in this area is our sample characteristics.
Compared to other studies, [7] [8] [9] [10] [11] we interviewed staff from a large number of practices in different geographical areas across England where access to child obesity services may vary. Other studies are limited to specific states in Australia, 10 America, 11 and smaller geographical areas in England such as Bristol primary care and community settings, 9 Rotherham Primary Care Trust, 8 and an inner London primary care trust. 7 During sampling, we ensured practices were broadly representative of general practices in England in terms of practice list size, clinical Quality and Outcomes Framework score and deprivation (Index of Multiple Deprivation score). Furthermore, we obtained views from a range of practitioners and administrative staff of both genders. These practices volunteered to take part in a wider study testing potential indicators for the Quality and Outcomes Framework pay for performance scheme. The first part of the interview focused on the feasibility of implementing seven potential indicators which practices piloted in the preceding six months. Interviewees may therefore have been concerned that the research team were eliciting their opinions with a view to childhood obesity indicators either being piloted in future or formally included in the Quality and Outcomes Framework. These anxieties may have resulted in a negative reaction from practices aiming to guard against childhood obesity becoming a pay for performance area.
Comparison with existing literature
The study findings show that in this sample of practices across England, general practice is viewed as having only a minor potential role in managing childhood obesity. This role would primarily be centred on the opportunistic identification of overweight children and signposting to obesity services. This is in line with previous research on this issue which also suggested a minor role for practices. [8] [9] [10] One study suggested a small role could involve raising the issue of the child's weight and providing basic diet and exercise advice. 8 Across all studies, childhood obesity was viewed as a social, family and public health issue rather than a medical issue to be addressed in primary care. Other concerns consistent with our study were workload, limited contact with children and ensuring a sensitive approach with families. [8] [9] [10] [11] A key challenge across studies was engaging with families to manage weight. In our study, interviewees highlighted that parents rarely initiated this discussion so a practitioner would need to raise this. Other research suggests parents are apprehensive about working with their general practitioner to address their child's weight. One study reported a low uptake when families of obese children were invited to discuss possible referral to a secondary care clinic with their general practitioner. 16 Interviews with parents show that they are hesitant due to fear of being blamed, concern for the child's mental well-being and feeling general practitioners are ill equipped with knowledge and resources to treat the problem. 17, 18 Legitimate concerns in light of our findings. Other research shows many primary care clinicians lack specific knowledge about childhood obesity such as prevalence, and guidelines for diet and exercise and confidence in their ability to treat it. 12, 19 In the context of adult obesity management, clinicians feel more empowered to manage the issue if they have had appropriate training so they can support patients through education and non-judgemental care. 20 This sense of being supported has been shown to increase patient empowerment and engagement with general practice. These studies suggest general practitioners may need further training to manage child obesity, or alternatively they could utilise services or health professionals with specialist knowledge. Further research should also explore suitable strategies for health professionals to raise the issue sensitively with parents.
Our participants identified schools as being critical to the prevention, identification and management of childhood obesity. In England, schools already record a child's body mass index at ages 5 and 11 for the National Child Measurement Programme with intention of the resulting data informing planning and commissioning of local services. 21 A Cochrane 22 review of child obesity prevention interventions found beneficial effects of implementing strategies in schools. Successful strategies are increased physical activity sessions, education focusing on healthy eating, body image and physical activity, improved nutritional quality of food in schools and support for teachers to implement health promotion activities.
Research shows parents feel schools and school nurses have an important role, 17, 23 although participation of school nurses in obesity management is inconsistent. 24 From the perspective of head teachers, there may be barriers to increased school involvement which need further attention before implementing a formal initiative. 25 These centre on time, academic pressures, the requirement for more expert support and better facilities and resources within schools. It was also recognised that for obesity prevention in schools to be successful, it needed to be an integral part of the education agenda rather than an additional initiative. A sensible solution could be to increase support towards schools and expand the National Child Measurement Programme to include either a direct referral to obesity services or a letter to the child's GP requesting this referral. This would also need to consider recent research showing that parents currently perceive there to be a lack of sensitivity surrounding the feedback of their child's measurements for the National Child Measurement Programme. 26 Training was recommended for both practice staff and school staff to improve their approach to discussing a child's measurements and obesity management with the family. Due to their regular contact with children, schools could also be provided with more information on public health resources and encouraged to signpost to them. Existing public health campaigns such as Change4Life and Mind, Exercise, Nutrition, Do it (MEND), a multicomponent community-based childhood obesity intervention, have shown success in encouraging healthy lifestyles. 27, 28 Implications for research and practice Our findings suggest that policies recommending a significant role for general practitioners in prevention, identification and management of childhood obesity at a population level are unlikely to be successful. Practices did not see well children regularly enough to identify everyone who was overweight, and parents rarely raised the issue. It was described as a sensitive topic, and further research could explore strategies for health professionals to engage with families as their involvement was crucial. Interviewees felt policy in this area should be directed towards services that regularly engage with children such as schools. They identified a minor role for themselves centred on opportunistic identification of overweight children and signposting to obesity services. Guarantor: PG.
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